outcome of hospitalization for psychogeriatric patients in New York and London public hospitals and that these differences were not attributable to the type or severity of the patients' clinical condition, nor to their age, sex or marital status.
The official national and local statisticst on geriatric psychiatric admissions to public hospitals showed a higher mortality and a longer duration of hospitalization in the U.S. than in the U.K. However, in the time immediately preceding the start of the study, the New York public hospital policy regarding the selection and disposal of geriatric psychiatric admissions underwent considerable change (7), so that no confident predictions could be made as to the direction of any cross-national differences in the duration of outcome of hospitalization for such admissions.
Sample Selection
The study was carried out by the United States-United Kingdom Cross-National Projecrtj consisting of two multidisciplinary teams, one based in New York and one in London. The patients chosen were in the psychiatric inpatient services of two public hospitals in New York City (Elmhurst City 
Introduction
The first aim of this study was to demonstrate possible solutions to some of the methodological problems in cross-national comparisons of the effectiveness of mental health services for the elderly, with special reference to the United States and the United Kingdom. The second aim was to test the hypothesis that there were crossnational differences in the duration and and Creedmoor State hospitals) and two in London (The Royal Bethlem and Maudsley, and St. Francis).
The choice of these hospitals was partly because of convenience, but also because they took almost all psycho geriatric admissions from the geographic regions surrounding them and provided a type of service fairly typical of their respective cities but of a quality above the average standard. The samples consisted of 100 psychiatric patients over the age of 65 admitted to the above hospitals (50 in New York and 50 in London). They were randomly chosen from the daily admission roster during intermittent study periods spread over several months. Only patients from the specified catchment areas (the western section of the Borough of Queens in New York and the Borough of Camberwell in London) were eligible for selection.
Procedures
Details of the assessment procedures· used in this study are described elsewhere (2) and all the 50 selected admissions in each city were examined by the project staff independently of the hospital staff and in a cross-nationally consistent fashion (2) .
The procedures particularly relevant to the results presented in this paper were as follows:
• A mental state examination, the Geriatric Mental Status (GMS) (3), was administered to each patient. This schedule covered a wide range of psychopathology and involved a semi-structured interview with precoded response items. The GMS was specially developed for the geriatric age range from instruments previously in use by the project. In all instances the mental state interview was administered to the patient by a project psychiatrist. The data are summarized by scores on 21 factors (4).
• A Performance test of the Activities of Daily Living (PADL) (6) was carried out by a project psychologist in order to assess each patient's capacity for self-care and independent mobility. The PADL measures 16 different component functions and the results are scored in an overall index (proportion of tested functions correctly performed).
The above procedures were administered within a few days of the patient's admission and again at follow-up interviews at 30 and 90 days after admission. The follow-up interviews were always given by the same interviewer who had administered the initial interview. Patients were seen at follow-up irrespective of whether they were still in hospital or had been discharged.
• Project diagnoses were made by consensus of project psychiatrists on the basis of the admission data mentioned above as well as a psychiatric history from the patient and from an informant. Diagnostic categories were assigned according to the International Classification of Diseases (8th Edition) and a glossary prepared by the World Health Organization describing each psychiatric diagnosis.
• The disposal and mortality of patients in the samples were recorded at 30 and 90 days after admission. In the category of community disposal were those patients who were discharged home or to a residential hotel. Institutional disposal referred to those patients who remained in the admitting hospital or were transferred to another hospital or a nursing home.
It is well known that geriatric patients with a diagnosis of functional disorder have a very different outcome, in terms of recovery or survival, from those patients with a diagnosis of organic brain syndrome (l0). Therefore, the cross-national comparison of outcome was performed separately for cases with a project diagnosis of functional disorder (including psychotic or neurotic depression, schizophrenia and paraphrenia) and those _with a diagnosis of organic brain syndrome (including cerebrovascular and senile dementia and acute confusional states). It must be emphasized that the validity of this procedure rests not only on the relationship between diagnosis and outcome but also on the established cross-national reliability of the project diagnoses (2) . For these samples of patients, the hospital diagnoses were based on different criteria in the two cities (2) and therefore could not be used in the above manner for the purpose of a cross-national comparison.
In order to avoid confounding diagnosis with prognosis the diagnoses used in reporting results were based on data gathered before the follow-up periods. Retrospective diagnoses based on data forthcoming during the entire three-month period of observation for each patient led to a change in diagnosis for one subject in New York. This patient's final diagnosis was organic brain syndrome and he had died of coronary thrombosis between the 30 and 90-day follow-up periods. He is classified as having a functional disorder for the purpose of this paper.
Results

Cross-National Differences in the Duration and Outcome of Hospitalization
Functional Disord~rs Table I shows discharge and mortality, rates at 30 and 90 days after admission for the New York and London samples of patients who were diagnosed by the project as having a functional disorder. At both these follow-up time periods there were significantly more discharges among the New York than among the London sample. By three months after admission almost three-quarters of the New York sample versus less than one-quarter of the London sample had been discharged from hospital. Mortality rates were low in both samples. . Table II shows a cross-national comparison of changes in the 21 factors of mental state psychopathology in patients diagnosed by the project as having a functional disorder. The F ratios provided by the analysis of covariance were used to test for the significance of differences in change. The thirty-day column indicates significantly greater improvement (at the .05 level of significance) in the New York thanin the London sample on only one dimension of psychopathology-obsessions. However, by the time of the ninety-day follow-up, the New York sample shows significantly greater improvement in the dimensions of both depression and cortical dysfunction.
There was also an assessment of changes between the admission and the follow-up interviews in the patient's self-care and independent mobility (PADL). There were no significant cross-national differences and most patients who were diagnosed by the project as having a functional disorder did well on the PADL at admission and at all subsequent test periods. Table III shows discharge and mortality rates at 30 and 90 days after admission for patients diagnosed by the project as having an organic brain syndrome. Disposal is much the same in the two cities, with almost all the patients remaining in institutions (in dramatic contrast to the disposal of the group of New York patients diagnosed by the project as having a functional disorder). Mortality rates are slightly but not significantly higher in the New York sample than in the London sample.
Organic Brain Syndrome
Table IV(b) shows the improvement rates in psychopathology for patients diagnosed by the project as having an organic brain syndrome. At 30 days there is a significant cross-national difference in the progress shown on the dimension of retarded speech (the London sample improving and the New York sample deteriorating) and of paranoid delusions (with the New York sample doing better than the London sample). At 90 days there is a significant cross-national difference in progress on the dimension of Non-Social speech (the London sample The progress of patients, as measured by their capacity for self-care and mobility (PADL), is given in Table V for the patients diagnosed by the project as having an organic brain syndrome.
Over the ninety-day period following admission to hospital the New York sample showed some deterioration whereas the corresponding sample in London tended to improve somewhat. In these samples, after 90 days, the New York patients are significantly less capable of self-care and mobility than the London patients.
Cross-National Differences in Some Factors Possibly Related to Outcome.
The factors possibly associated with the above cross-national differences in outcome were examined under two broad categories: the characteristics of the patient (type or severity of clinical condition, age, sex and marital status); and some characteristics of the treatment received from the hospital.
The first of these categories was the focus of the study. The second is dealt with only superficially and for the sake of rounding out the discussion of the results.
Characteristics ofthe Patient
The type of the patient's psychiatric condition was classified according to the project consensus diagnosis based on the procedure previously described. As shown in Table VI there was a cross-national difference in the relative proportions of the cases with a project diagnosis of functional disorder and those with a project diagnosis of organic brain syndrome; this contrast has been discussed elsewhere (2) . As already mentioned, the influence of membership in a diagnostic category on outcome of hospitalization was partially controlled by comparing the samples cross-nationally only within the group of cases diagnosed by the project as having a functional disorder or within the group diagnosed as having an organic brain syndrome. Within these two categories of disorder there was little cross-national variation in diagnosis except by 90 days. Thus the presence of these for the presence of four schizophrenics in patients in the London sample did not the London sample and none in the New account for the slower rate of discharge in York sample. However, of the four in the London, (compared with New York) of the London sample, one had been discharged group of patients diagnosed by the project home by 30 days after admission and three as having a functional disorder. The severity of the patient's psychiatric condition on admission was measured by the level of psychopathology (as provided by scores on twenty-one factorial dimensions).
Table II(a) compares the levels of psychopathology found on admission in the New York and London samples who were diagnosed by the project as having a functional disorder. The London sample scored at a significantly higher level than did the New York sample in the dimensions of anxiety and of cortical dysfunction, and higher but not significantly so in another 16 of the 21 dimensions.
The cross-national difference in the dimension of cortical dysfunction deserves special mention. This dimension emerged in the course of a factor analytic procedure and was composed of items which come from neurological tests of cortical function such as the Face-Hand test (of two-point tactile discrimination) (5); a test of aphasia-apraxia; a test of hand to ear movement on command; as well as from observations of the emotional reaction shown by the patient should he make an obvious error in the execution of performance tests. On the basis of clinical experience, higher scores (representing greater impairment) on this dimension are to be expected in cases diagnosed as having an organic brain syndrome. However, some patients with a functional disorder do show impairment on this dimension for reasons that are still being debated (8) . One possibility is that such patients may be too distressed, anxious or preoccupied to do well on these tests and in this regard it may be noted that the patients with a project diagnosis of functional disorder show greater anxiety in the London sample than in the New York one, which possibly accounts for the higher scores of cortical dysfunction in the former than in the latter sample.
Table IV(a) contrasts the New York and London patients diagnosed by the project as having an organic brain syndrome. The London sample shows significantly greater psychopathology on the dimension of cortical dysfunction. Although this is only one significant difference out of a possible twenty-one, it is nonetheless an important dimension for measuring the degree of organic impairment. Thus, the patients in London seem somewhat worse off in terms of their level of psychopathology on admission than do their New York counterparts both in the functional and in the organic groups.
The severity of the patient's physical condition on admission was measured by the level of functioning in basic aspects of self-care and mobility. Impairment of function in these areas has been shown to be highly related to the presence of medical (physical) disorder as well as to the project diagnosis of organic brain syndrome (6) . Table VII compares the New York and London samples on admission for levels of self-care and independent mobility. There are no significant cross-national differences. Table VIII presents the mean ages, the sex distributions and the marital status of the New York and London patients. On the average, patients with a project diagnosis of functional disorder are slightly younger, and those with a project diagnosis of organic brain syndrome are slightly older in New York than in London; the differences almost reach statistical significance. The distribution of marital status was practically the same in the two samples.
Some Characteristics of Treatment
There were 16 patients diagnosed as having an affective disorder by the project in New York and 20 in London. Only four (25 percent) out of the 16 New York patients received antidepressive treatment (electroshock or pharmacotherapy) during the first month after hospitalization, while 14 (70 percent) of the 20 London patients were treated by these methods. These data could not account for the quicker discharge rate and slightly faster improvement of the New York patients compared with those in London, diagnosed as having a functional disorder. The majority of these patients were suffering from an affective disorder which might have been expected to respond to the more intensive physical treatments given in London.
In New York, the hospitals in which the study was conducted were service-oriented, and the hospital beds occupied by the geriatric psychiatric patients were in demand for new admissions from the entire adult and geriatric age range, but in London, the orientation of the hospitals was towards teaching and research and the beds were designated for the geriatric age range It would be interesting to know whether, if a policy exists towards early discharge in New York, it relates in general to all geriatric psychiatric patients or whether it is influenced by the diagnosis the hospital gives the patient. The data in Table IX throw some light on this issue.
These data show the discharge rates in the New york sample for three groups: those patients agreed by both the project and hospital staff to have a functional disorder, those with an organic brain syndrome, and those diagnosed as a functional disorder by the project but as an organic brain syndrome by the hospital. The two agreement groups differ dramatically in their discharge rates. However, the proportion of discharges among the disagreement group is very similar to that found among those agreed to have a functional disorder. Thus the patients diagnosed by the project as having a functional disorder have a better chance of early discharge in New York than in London irrespective of whether the hospital diagnosis is of a functional disorder or an organic brain syndrome.
Discussion and Conclusions
Among the patients diagnosed as having a functional disorder by the project in these samples, a much higher proportion of patients were discharged in New York than in London at both the one-month and three-month follow-up periods. This finding may be only partly explained by the fact that the New York patients with a project diagnosis of functional disorder showed less psychopathology on admission and improved slightly faster than did their London counterparts. The slightly faster improvement rate of the group of patients with a project diagnosis of functional disorder in New York compared to London was achieved despite their receiving antidepressive treatment less often in New York than in London, and remained to be explained; their earlier discharge rate seemed to result, at least to some extent, from the New York hospital policy being more vigorously geared towards early discharge than was the case in London. Other factors with a bearing on discharge rates but which were not examined in this study include community attitudes, after-care services, and social networks.
It is of course an open question whether the earlier discharge of the elderly patient with a functional disorder is desirable. A long-term follow-up of the patient's clinical condition and relapse rate as well as consideration of social and family adjustment is required to settle the question. However, if early discharge is considered a good thing in and of itself then the New York hospitals studied are setting a challenging pace for their London counterparts and no ill effects of this policy were uncovered although there is a need to further investigate the implications of the cross-national contrast in the use of the antidepressive physical treatments.
The data presented in this paper on mortality rates are ambiguous, partly because of the small sample size. Among the patients diagnosed by the project as having an organic brain syndrome there was a slightly higher mortality rate in New York. Furthermore, among those patients in this diagnostic group who survived for 90 days after admission to hospital, the New York sample fared significantly worse than the London sample not only on one of twentyone dimensions of psychopathology but also in their capacity for self-care and independent mobility. The poorer prognosis of these patients in New York compared with London is consistent with the former being slightly (though not significantly) older than the London group but a larger sample of patients than was studied here is required to settle this important issue. Furthermore, it might be helpful in pursuing this issue to employ better measures of physical condition than were presented in this paper, as well as a measure of the quality of nursing care given to the patient.
Summary
This paper has demonstrated a method of making a cross-national comparison of the outcome of hospitalization of psychiatric geriatic patients and has presented some findings from such a comparison. Further steps needed to improve this method have been indicated. The substantive results, (mainly that there is a faster discharge rate in New York than in London for psychogeriatric patients suffering from a functional disorder), cannot presently be generalized beyond the limited samples studied, but the need for further studies in this area is suggested. 
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